Personality disorders are probably the most common form of mental disorder. The reason for 'probably' is that the classification of personality disorder has been defective for many years and, as one of the consequences of this, it has been relatively under-diagnosed. Currently, the two official classification systems in psychiatry (the Diagnostic and Statistical Manual of Mental Disorders in the USA, and the International Classification of Diseases (the official world classification led by the World Health Organisation) describe personality disorders in two stages; a general definition, followed by categorization into 10 further categories: antisocial (dissocial), borderline (emotionally unstable), impulsive, obsessive-compulsive (anankastic), histrionic, narcissistic, schizoid, schizotypal and anxious (avoidant) personality disorders, with a very common additional category, personality disorder-not otherwise specified (PD-NOS). This is unsatisfactory for many reasons, including a very great overlap between the different disorders, the tendency for clinicians to ignore general definition and go straight into categorical diagnosis and the absence of any levels of severity of each disorder. The current definitions of personality disorder are also pejorative, as they refer to the persistence and pervasiveness of disorder from the time of late adolescence until middle or late life, and this has been shown to be clearly wrong [1] . There has also been a tendency for many psychiatrists to regard personality disorders as untreatable and so when patients demonstrate the features of the disorder, they are commonly rejected from treatment. Research studies consistently find that people with personality disorder are diagnosed in clinical practice much less frequently than formal research assessments suggest and the main reason for this appears to be the stigma attached to the diagnosis [2] .
There will be a new classification of personality disorder in the next edition of the International Classification of Diseases, which will be published in 2015. This is a much simpler classification in which personality dysfunction is assessed on a single dimension-no personality dysfunction, personality difficulty, mild personality disorder, moderate personality disorder and severe personality disorder [3] . At each level of diagnosis, there are a series of domain traits that describe the main features manifest by the disorder. These can be summarized as the 5 Ds-dissocial, detached, doggedness (obsessional), dependent and disinhibited domains. This editorial is written with this new classification in mind.
The overall prevalence of personality disorder is in the order of 10% in the community, but if you also include personality difficulty (a sub-threshold condition below the status of a disorder), this rises to nearly 30%, as a very large proportion of people have some problems with personality function when placed in certain settings [4] . Many of these settings are occupational ones and our expectation in the future is that occupational physicians will require some training in the assessment of personality disorder as one of their functions in ensuring optimum occupational performance. Many people with personality disorder have unhappy encounters in the workplace, and a recent national survey showed that 29% of the sample with no personality disorder were unemployed or economically active compared with 38% of those with personality disorder [4] .
The special problems encountered in the workplace for those with personality disorder include a greater propensity to have time off sick and seek compensation [5] , to have stress disorders of the workplace [6] , to develop chronic disability [7] , to have poorer social functioning [8] and to deliberately lose jobs [9] . In a broad review of the topic [10] in 2010, Sansone and Sansone concluded that the twin problems of neuroticism and disagreeableness were the main factors responsible for occupational problems.
An important role of occupational medicine is prevention and when dealing with the problem of personality disorders in the workplace, this should be the main strategy. There has been an abundance of literature on personality assessment in choosing the right occupations for people but these do not normally deal with the special problems of personality disorder. In making an assessment of personality status, it is useful to go into some detail with occupational history and there is a natural tendency to be wary of employing people who have had many different jobs of short duration for no good occupational reason. This should not be interpreted as simply an exclusion process. Many people with personality disorders are capable of working well within occupational settings, but the important thing is to match personality to the setting, so that there is no disruption created by interpersonal problems. In the treatment called nidotherapy, specifically introduced for the management of personality disorders [11] , the aim is to adjust the environment so as to remove problems created by the personality disorder. Nidotherapy, after nidus (Latin: nest) is the name of 'a collaborative treatment involving the systematic assessment and modification of the environment to minimise the impact of any form of mental disorder on the individual or on society'. It was introduced for patients with severe mental illness, mainly schizophrenia, and personality disorders, who had EDITORIAL 567 failed to respond to conventional treatments and were usually antagonistic to services. The aim of nidotherapy is not to change the person but to create a better fit between the environment (in all its forms) and the patient. As a consequence, the patient may improve but this is not a direct result of treatment but because a more harmonious relationship has been created with the environment. An essential part of nidotherapy is a full environmental analysis carried out from the patient's standpoint and with their full cooperation (provided they have the capacity) so that any changes recommended and implemented (the nidopathway) are understood and preferably owned by the patient instead of being imposed. Although nidotherapy has been classed as a psychotherapy it differs in not trying to alter the patient, but the environment [12] .
In practical terms and in the workplace, for example, a person with personality disorder with the detached domain may be highly effective working alone in a laboratory, but when moved to a post involving people management skills, they become grossly dysfunctional. One of the patients seen by our team was deemed to be unemployable because he always fell out with work colleagues whom he felt interfered with his activities unnecessarily. After help from his employer and an occupational physician, he was found a post as the car park security guard working between the hours of 10 pm and 6 am. This proved to be ideal as he saw virtually nobody during his work and was able to carry it out diligently and well. He still retains this post 10 years later and has no wish to be promoted. A good manager in any organization should be able to detect strengths and weaknesses in a person's personality and direct them towards the appropriate occupational niche. Although formal assessments have their place, these decisions are best made by those who are good judges of people and have sufficient background knowledge of the individuals they are assessing to determine their habitual personality rather than the somewhat artificial personality that is often presented at interview. The occupational physician may need to be aware of the appropriate match between person and environment when faced with employment issues of this nature. Knowledge of nidotherapy may be a useful resource for the occupational physician.
Recognition of personality disorder in the UK is better than in almost any other country in the world since the Department of Health published a position paper in 2003 with the arresting title, 'Personality disorder: no longer a diagnosis of exclusion' [13] . This has been followed by similar advice in subsequent National Institute for Health and Care Excellence guidelines, and maybe we can look forward to a time when people will be able to present their personalities openly at occupational interview, rather than just presenting the necessary positive qualities necessary for the post. The occupational physician can help enormously in this destigmatization by being open about personality and behaviour both in discussions with patients and with management, with the consent of the employee. Whilst it is not appropriate for the occupational physician to take on the task of treating personality problems when they present in the workplace, the occupational health setting may be able to provide a secure environment where the issue of personality can be discussed in neutral terms and without apportioning blame. The employee can be helped to understand how their personality impacts on others and the work environment. Equally, this can be a role of line management or human resources if carried out in a supportive way. This is particularly important when an employee has provided excellent service in the past and when it would be premature for the employer to regard him or her as incompetent through increasing age or other factors.
In conclusion, therefore, the classification of personality disorder is set to improve and it is hoped that this will be followed by greater awareness of personality disorder within the workplace. The basic principles of personality assessment as outlined in this article are within the compass of every occupational physician [13] . The recognition of personality disorder and its effective management at work can only be to the benefit of both employee and employer.
